Abstract: Community health workers (CHWs) collaborating with health care teams improve health outcomes. The feasibility of employing CHWs to support behavioral health in primary care is unknown. We offered experienced CHWs a 48-hour behavioral health training and placed them at health centers. Supervisors received technical assistance to support integration. We interviewed team members to explore CHW interactions with patients and team members. There was evidence of CHW integration. Major CHW roles included care coordination, outreach, and screening. It may be feasible to integrate behavioral health-focused CHWs into primary care settings. Both CHWs and supervisors need ongoing training and support.
Assurance recently released updated guidelines related to behavioral health for practices seeking Patient-Centered Medical Home accreditation (National Center for Quality Assurance, 2014) . Similarly, the Institute for Healthcare Improvement has offered recommendations for behavioral health integration (Laderman & Mate, 2014) .
Employment of community health workers (CHWs)-frontline public health workers who fill a variety of nonclinical roles-may be a promising model for identifying behavioral health conditions within primary care settings and increasing access to treatment. Because members of this workforce generally share the life experiences of the communities they serve, they are a trusted resource for providing culturally responsive health coaching, social support, and connection to community resources (American Public Health Association, 2009), and they may be uniquely suited to help patients overcome stigma associated with behavioral disorders. CHWs frequently function as primary care team members (Findley et al., 2014; Thompson et al., 2007; ) , and they have improved outcomes for chronic illnesses such as diabetes (Shah et al., 2013) and hypertension (Brownstein et al., 2007) , which are often comorbid with behavioral disorders (Anderson et al., 2001; Carroll et al., 2010) . They have reduced depressive symptoms among participants in chronic disease prevention programs (Cutshaw et al., 2012) . Specific roles in behavioral health have included addressing contextual sources of depression (Waitzkin et al., 2011) , supporting Latina immigrants to reduce depression (Tran et al., 2014) , and conducting outreach to expand collaborative care in a postdisaster setting (Wennerstrom et al., 2011) .
There is strong evidence that team-based behavioral health care delivered in primary care settings improves outcomes for mood disorders (Unutzer et al., 2002) . However, little is known about the feasibility of employing CHWs to complement behavioral health service delivery in primary care settings. We outline the development of a curriculum to train CHWs to engage patients in receiving behavioral health services, examine the experiences of CHWs and their supervisors in creating a behavioral health role for CHWs at 4 Federally Qualified Health Centers (FQHCs) in Texas, and offer suggestions for future interventions.
METHODS
An experienced CHW trainer (A.W.) created a 48-hour behavioral health curriculum for experienced CHWs. The course focused on reinforcing nationally recognized core competencies (Health Resources and Services Administration, 2007; Wiggins & Borbón, 1998) , developing new knowledge and skills for collaborating with a behavioral health team, and introducing a modified version of the Screening, Brief Intervention, and Referral to Treatment (SBIRT) model (Madras et al., 2009) . Brief interventions included basic motivational interviewing skills and activity planning, which is an evidence-based treatment of depression (Cuijpers et al., 2007) . The curriculum outlined a range of roles that CHWs could fill, depending on needs and capacity of their employing agency. Roles included conducting outreach, serving as a liaison between patients and the health care team, referring patients with positive behavioral health disorder screenings to clinical providers, and speaking with patients after provider visits to coordinate behavioral health services and combat stigma. The course emphasized operating within the scope of practice to maximize CHWs' unique strengths and avoid overlap with activities reserved for clinically trained providers.
Trainee and trainer manuals incorporated materials adapted from 2 previously implemented CHW education programs (Wennerstrom et al., 2011 (Wennerstrom et al., , 2014 and educational materials published by the Substance Abuse and Mental Health Services Administration. The curriculum was based on adult learning theory principles, which include active learner participation (Cranton, 2006) . To ensure that CHWs were engaged in learning, each 4-hour module included a variety of teaching techniques such as discussion, role-playing, kinesthetic activities, pair work, and direct instruction. An in-depth review of the curriculum was completed by a national advisory board that included a CHW with 20 years of experience working in mental health and substance abuse (A.L.K.), as well as experts in CHW training, behavioral health, and the SBIRT model.
A State-of-Texas-certified community health worker instructor who is a Master Community Health Education Specialist (L.H.) used the curriculum to train 4 experienced CHWs. All CHWs had previously completed or were in the process of completing the State of Texas 160-hour CHW core competency certification course. CHWs completed a posttraining satisfaction survey that contained 20 items related to instructor performance (eg, instructor explained material clearly) using 5-point Likert scale (1 = hardly ever, 5 = almost always).
Each CHW was selected by 1 of 4 FQHCs in Texas that agreed to serve as a pilot implementation site. Half of each CHW's salary was funded by the project, and agencies contributed the remainder. Two FQHCs served primarily Latino/Hispanic populations. CHWs at those sites were bilingual in Spanish and English and equally comfortable using both languages; CHWs at the other 2 sites spoke only English. One clinic's patients were predominantly white, whereas the other served a patient population that was roughly half white and Latino/Hispanic. An 8-hour training was offered to FQHC supervisors to orient them to the CHW model including unique strengths and the possible roles outlined in the CHW curriculum. FQHCs were provided with several strategies to encourage CHW integration such as creating CHW job descriptions, holding regular care team meetings to discuss and refine workflow processes, and providing CHWs with ongoing mentorship, feedback, and support. Sites retained freedom to determine their own workflow practices and CHW activities based on their unique patient, staffing, and community circumstances. Research team members provided technical assistance through site visits, phone calls, and e-mails. Approximately 3 months postimplementation, a researcher unaffiliated with training or project implementation (S.M.) conducted in-person interviews in English with all CHWs and supervisors to assess impressions of the training, as well initial experiences with integrating the CHWs into practice. Six months postimplementation, the researcher conducted another series of interviews to further explore each site's behavioral health care delivery model. Interviews were audiorecorded and transcribed verbatim. Two researchers (A.W. and S.M.) independently reviewed transcripts and met to create a codebook for analysis. All interviews were coded using Atlas.ti software (Version 6.2.27, GmbH, Berlin, Germany). Researchers met again to review codes and identify illustrative quotes.
RESULTS
The CHW training curriculum is outlined in Table 1 . Although the course was initially designed to be taught in person, the distance between the FQHCs made travel to a central location challenging. The trainer made slight adaptations to structure but not content of the curriculum to deliver 8 modules online. The 4 segments (modules 7-10) that focused most heavily on promoting behavior change and implementing the SBIRT model were offered in person to ensure that CHWs could practice new skills. CHWs reported high levels of initial satisfaction with the training program. Mean scores for all 20 elements of instructor effectiveness ranged from 4.5 to 5.0.
CHWs indicated that role-playing patient interactions and practicing using screening tools were vital elements of the course. They valued learning behavioral health communication skills. Participants agreed that there were disadvantages to the online portion of the training. They cited difficulty with technology and a desire for more in-person interaction. Suggestions for course improvements included conducting all sessions in person and offering more culturally tailored resources for patients of diverse backgrounds. Some CHWs desired a comprehensive health and social services resource list to facilitate referrals to services not available at FQHCs. All CHWs expressed an interest in ongoing education. A summary of these finding is included in Table 2 .
In terms of activities, participants reported that screening patients for behavioral health issues, conducting outreach, and coordinating care were common. Screening was thought to be helpful for identifying various behavioral health and related social issues, as well as facilitating rapid access to services. Three of 4 CHWs mentioned engaging in some community outreach to encourage use of all FQHC services. Care coordination was a common activity at all sites and included answering telephones, making and tracking referrals, supporting medication management, scheduling office visits, and following up with patients who missed appointments. Interviewees stated that CHWs addressed patients' social challenges including accessing transportation and assistance programs.
Interview participants offered evidence of CHW integration, as indicated by intra-agency referrals. In some cases, CHWs identified and referred to an onsite provider those patients in need of clinical services. CHWs briefed clinicians on patients' unique circumstances. Health care providers called on CHWs to speak with patients who had fears or misconceptions about behavioral health services.
FQHC team members said they used multiple methods of team communication including electronic health records, computer-based instant messaging systems, e-mail, text messages, and phone calls. Some CHWs participated in regular team meetings.
Supervisors valued CHWs' ability to serve as liaisons between patients and other members of the health care team and facilitate entry into care. However, some participants expressed that the lack of a clear definition of the CHW role hindered complete care integration or led to CHWs feeling undervalued. CHWs felt frustrated that behavioral health and social resources were sometimes unavailable or unaffordable. Table 3 contains a summary of these results.
DISCUSSION
This study details a pilot program that trained and integrated CHWs into 4 FQHCs in Texas to support behavioral health services delivery to diverse populations. CHW satisfaction with the training program and feeling of preparedness to address behavioral health suggests that the content of the curriculum was appropriate and could possibly be used in other settings. Although online education was not preferred, in this case, it appears to have been an effective complement to inperson sessions that focused heavily on practicing communication and screening skills. Engagement in supporting clients with social needs was expected and a vital component of the CHW role. We were pleased that CHWs conducted screening for common behavioral health issues and made interagency referrals. However, overall uptake of the SBIRT model was limited in that CHWs did not mention delivering brief interventions such as activity planning or motivational interviewing, despite having been trained to conduct such activities. Follow-up training in these areas may be necessary and would likely be welcomed, given CHWs' desire for continuing education.
We were somewhat surprised that reports of making referrals to outside agencies were limited, although this may be explained is also in charge of, kind of getting out there like our community liaison, so like we partner a lot with churches, the school districts, through our county to try to coordinate services." (Supervisor) Care coordination "I answer the phone, I schedule multiple appointments . . . if they (patients) haven't come in in 2 months and they were supposed to come in, (I) follow up with that patient to see the reason why." (CHW) "Most frequent thing we have him doing right now is calling patients, following up with the behavioral patients . . . . He's actually keeping a chart that shows which patients are cancelling and which patients are actually coming in." (Supervisor) Address social determinants of health "We do enrollment for the Affordable Care Act, application assistance for Medicaid/CHIP/Food Stamps and TANF." (CHW) "(CHW) provided transportation for our clients that did not have transportation to the clinic . . . he's served as an interpreter for people that need interpretation. He's served as a reference for people who need help on services, either services that we provide or services in other areas." (Supervisor) Evidence of care team integration Referrals between CHWs and the care team "Before the patient is passed on to the LPC, I write a briefing, back information, so the LPC will know a little about the patient." (CHW) (continues) by CHWs' difficulty in accessing affordable resources. CHWs new to the field may benefit from additional assistance from social workers or other team members to learn about off-site behavioral health providers and related organizations. Agencies should also encourage employees to participate in professional networks to ensure access to information about community services and opportunities for professional development. We were encouraged that supervisors perceived the new staff members to add value to each agency and that there was evidence of team integration. Reported challenges with CHW roles being unclearly defined were unsurprising, given that all care team members did not participate in the CHW model training and that each agency had flexibility to develop its own workflow and set of specific duties. Confusion about appropriate activities may explain CHWs' involvement in some administrative duties under the guise of care coordination (eg, answering phones). Future implementation sites will undoubtedly require training for all staff members. Agencies may benefit from additional technical assistance to create workflow and communication models that not only suit each agency's staff and client needs but also ensure that CHWs' distinct ability to connect with individuals in need and serve as cultural mediators is not squandered on administrative work.
There are several limitations to this study. Our sample included only 4 CHWs and 4 supervisors. All participants worked in Texas and served primarily Latino/Hispanic or white populations. It is possible that these results are not generalizable to other areas of the country or other populations. Patient perspectives and health outcomes are not considered. Nonetheless, this study provides initial insight into how CHWs focused on identifying and assisting patients with behavioral health issues can serve as members of primary care teams. This pilot demonstrated the feasibility of integrating behavioral health-focused CHWs into the patient care flow in these primary care FQHCs. Lessons learned may be applicable to other FQHCs seeking to offer additional support and care coordination for patients in need of behavioral health services.
CONCLUSION
Our project team, advised by a team of national experts including a CHW, developed a well-received pilot curriculum that prepared CHWs in this study to serve as a complement to behavioral health in primary care. Initial results of care team integration suggest that CHWs may be valuable team members, particularly for their roles in conducting screening and care coordination. However, further work is needed to refine and test a care team integration model that uses CHWs to their full potential. We are expanding this initiative to other states and will develop detailed recommendations for effective care delivery based on findings. Additional investigations should assess whether CHW members of primary care teams affect behavioral health outcomes.
